SUMMARY The case is described of a young Asian woman with massive rectal haemorrhage during and after pregnancy. Barium radiology showed aphthoid ulcers in the colon and changes in the ileum suggesting tuberculosis. Colonoscopy revealed hyperplastic ulceration in the terminal ileum and culture of biopsies from this area grew Mycobacterium tuberculosis. The patient made a full and rapid recovery on anti-tuberculous therapy. Colonic aphthoid ulceration has not previously been recorded, radiologically, in intestinal tuberculosis.
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From the Departments of Medicine and Radiology, Leicester Royal Infirmary, Leicester SUMMARY The case is described of a young Asian woman with massive rectal haemorrhage during and after pregnancy. Barium radiology showed aphthoid ulcers in the colon and changes in the ileum suggesting tuberculosis. Colonoscopy revealed hyperplastic ulceration in the terminal ileum and culture of biopsies from this area grew Mycobacterium tuberculosis. The patient made a full and rapid recovery on anti-tuberculous therapy. Colonic aphthoid ulceration has not previously been recorded, radiologically, in intestinal tuberculosis.
Aphthoid ulceration in the colon commonly occurs in Crohn's disease and may be present in more than 40% of cases examined radiologically1 and may represent the earliest macroscopic lesion in this condition.2 This feature has also been described pathologically in the colon of patients with amoebiasis,3 Behcet's disease, 1 4 At this time she gave a two week history of massive fresh rectal bleeding with diarrhoea, anorexia, cough, pyrexia, and rigors. Clinical examination revealed no new features but her haemoglobin was 7.3 g/dl and she required a four unit transfusion. White cell count was 14.3x 109/l with a normal differential, a 3 cm soft smooth hepatomegaly was present and the patient agreed to undergo further investigation in hospital. Rigid proctoscopy was again normal. Superior and inferior mesenteric angiography were performed during a bleeding episode and were normal. Double contrast barium enema revealed aphthoid ulcers of the transverse colon ( Fig. 1) and contraction of the caecum. A subsequent small bowel barium infusion study showed grossly diseased distal ileal loops and terminal ileum with thickening of the bowel wall, coarse mucosal markings and displacement of loops. Patchy mucosal abnormalities were shown more proximally probably involving the ileum in total. These appearances suggest tuberculosis rather than Crohn's disease or lymphoma (Fig. 2) . Total colonoscopy under sedation was performed four days after this study when the rectum and colon as far as the caecum were found to be full of fresh and old blood limiting views of the colonic mucosa. On entry into the terminal ileum, however, multiple ulcers were seen with intervening hyperplastic mucosa forming a cobblestone appearance for the 15 cm observed and biopsies from this area revealed non-specific chronic inflammation without granulomata. Six week cultures of these biopsies were positive for Mycobacterium tuberculosis. She was commenced on rifampicin, isoniazid, and ethambutol. Bleeding ceased after 48 hours' treatment with concomitant general improvement and her temperature fell to normal on the third day of treatment remaining normal subsequently. She began to gain weight for the first time in three months of her diarrhoeal illness and over the next two months of outpatient follow up gained 15 kg. Serum mucoprotein, haemoglobin, and albumen returned to normal and small bowel absorption studies after one month of treatment were also normal. Heaf test remained negative.
Discussion
Radiologically the abnormalities in the small bowel were considered to be in favour of a diagnosis of tuberculosis. Certain features have been suggested to help distinguish tuberculosis from Crohn's disease such as marked caecal involvement, the presence of more irregular contours and coarser mucosal markings6 and with little small bowel involvement. Our patient is also unusual in that she presented during late pregnancy and also with massive rectal haemorrhage which is in itself a rare presentation of tuberculous enterocolitis. 8 Investigation of our patient exemplifies the need to adopt a multidisciplinary approach to unexplained rectal bleeding and diarrhoea, and, as small aphthoid ulcers can be demonstrated with high quality double contrast barium technique, the possibility of tuberculosis as an explanation for these findings should be considered.
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